A first seizure must be investigated and explained An accurate and detailed history with witness account and previous documentation may not be readily available in the emergency unit
CME Neurology
One in 20 people experience at least one seizure in their lifetime. 1 Seizures account for 0.3% of new patient attendances to emergency units. 2 There are over 27,000 admissions to UK hospitals for possible seizures annually, 3 but only 20-40% of these are true (provoked or spontaneous) epileptic seizures. The main differential diagnoses are syncope or psychogenic attacks, though also included are other serious neurological, cardiac and metabolic conditions and many less severe medical conditions. 4, 5 Recognising an event as a seizure is a clinical diagnosis and depends upon the history more than on physical examination and investigations.
A first seizure is a social emergency, irrespective of its cause, since it threatens driving, education and work. Fear of recurrence often causes sufficient anxiety in both the patient and their family to put the patient's life 'on hold' while awaiting specialist advice. Misdiagnosis at this stage -and, worse, starting antiepileptic medication without firm evidence of epilepsy -is common, 6 with incalculable effects on lifestyle, self-esteem and effects of unnecessary medication.
Emergency presentations
Adults and teenagers presenting to emergency units with possible seizures comprise two groups: those with first seizures (which can include status epilepticus) and those with previous events.
First seizure
First seizures in emergency units are almost always convulsions. Minor epileptic events (eg complex partial seizures, myoclonic jerks) may have occurred previously but it is usually major seizures that prompt emergency presentation. About 15% are 'acute symptomatic seizures' with identifiable (and removable) underlying causes (Table 1) 7 which may themselves require emergency management.
Status epilepticus
Status epilepticus may be the first presentation of epilepsy. It is a medical emergency requiring immediate intervention. Essentially, this involves resuscitation, drug treatment progressing from lorazepam (0.1 mg/kg bolus, repeated if necessary after 2 min) to phenytoin (20 mg/kg infusion at 50 mg/min) to phenobarbitone (20 mg/kg infusion at 100 mg/min) and, if necessary, general anaesthesia and ventilation preferably with continuous EEG monitoring. 8 Clinicians must remain ever mindful that non-epileptic attack disorder commonly mimics status epilepticus.
Seizure with previous events
Further seizures may occur spontaneously in patients previously diagnosed with epilepsy as a result of missing medication or intercurrent illnesses. However, clinicians must not blindly accept the diagnosis in all patients labelled with epilepsy because about 20% of patients treated for 'epilepsy' have syncope or psychogenic attacks. Table 3 shows essential history differences between seizures, syncope and pseudoseizures. Minor convulsions are common in syncope 9 (convulsive syncope), and incontinence can occur. Lateral tongue biting and post-event confusion are important seizure pointers, although they may also follow severe syncope (eg if the patient is held or wedged upright following collapse). Head injury following syncope can also prolong unconsciousness.
Emergency assessment

Physical examination
Physical examination reveals the cause of a seizure only infrequently. 
Subsequent management
In practice, junior physicians with little neurology experience are the first to assess patients with seizures in the emergency unit. Following suspected spontaneous seizures, however, patients need rapid specialist access for confirmation of diagnosis, relevant investigations, consideration of treatment, informed lifestyle advice and appropriate follow-up. 
Sleep disorders parasomnia
Acute vertigo acute labyrinthitis, Ménière's disease
Paroxysmal movement disorders familial kinesigenic dystonia
Endocrine, metabolic, toxic causes see Table 1 TIA = transient ischaemic attack. 
What to do if another fit occurs
Lie the patient down on one side (the recovery position). Try to ensure that he/she can breathe easily. This means that their airway must be clear. Do not insert objects or fingers into the mouth. Usually the fit will subside in a few minutes. Stay with the patient. If the attack lasts for many minutes or you feel unable to cope, then seek urgent medical help or dial 999 and ask for an ambulance. The ambulance personnel will know what to do. 
